small facal fistula. Seven weeks after operation a small lump could be felt behind the rectum in the situation of the original tumour. The recurrence gradually increased in size, and the liver was obviously enlarging. Two weeks later the patient became jaundiced, and complained of pain under the costal arch, where a hard lump could be felt. The patient died of uraemia in just under three months from the date of operation.
The tumour is a round-celled sarcoma, but presents certain unusual features, and it has been suggested that the tumour is a chordoma.
Mr. Gabriel has been working at the microscopical sections, and I will ask him to add a few remarks on the special features.
The interesting points in the case are:-
(1) The " tumour tendency" as evidenced by the lipomata, villous tumour and sarcoma.
(2) The rapid recurrence and high degree of malignancy of a tumour suspected of being a chordoma.
(3) The difficulty in diagnosis and its bearing on treatment.
The questions I would like opinions on are: (1) Should a portion of growth have been removed for section, and, if the tumour was proved to be malignant, followed by an abdomino-perineal excision ? (2) When a large sarcoma occurs in this situation, is any operation worth while, except a colostomy to relieve symptoms ?
I am inclined to hold the view that should I meet with a similar case and be able to establish a diagnosis, I would not attempt removal.
MICROSCOPICAL REPORT ON SECTIONS FROM THE TUMOUR BY W. B. GABRIEL, M.B. Sections of this tumour have been taken from several parts, and all show much the same structure. There is a stroma consisting of fibrous tissue, which shows generally an advanced stage of hyaline degeneration, with irregular areas of heemorrhage and of fatty degeneration. The parenchyma is seen to be alveolar in arrangement, and consists of cellular masses of varying sizes, which stain deeply with ha,matoxylin. The nuclei are rounded, packed closely together, and their variations in size, with occasional evidence of mitosis, form an indication of the.malignancy of the tumour.
In one section the invasion of the muscular wall of the rectum is clearly seen. The extensive mucoid degeneration and nucleolar vacuolation, said to be so characteristic of chordomata, are not seen. In many places these malignant cells are seen surrounding circular spaces, which appear to be lined by endothelium.
Diaqvosis.-I think this is either a round-celled sarcoma or, in view of the Operation at once, March 31, 1922: Incision through right rectus as for colostomy. On bringing out the pelvic colon a hard constricting growth was found in the summit of the loop. The growth, which had been felt per rectum, was palpated from above. The loop of pelvic colon, with the growth, was brought out and fixed. A Paul's tube was tied into the bowel above the growth and a catheter into the bowel below the growth.
Progress: Very little faecal matter was passed by the tube, and the abdomen became more distended. The patient died on April 4, 1922.
Post-mortem: Great distension of all the alimentary tract. General peri--tonitis present. No leak found. Congestion and cedema of bases of both lungs.
Report on specimen removed post mortem: Two growths are present, one 3' in. above the anal sphincter and the other 6 in. higher up in the pelvic colon. The rectal growth consists of a circular shallow ulcer, 11 in. in diameter, with thickened, raised and slightly irregular edges. It has led to no constriction of the bowel, and is situated in a relatively thin-walled and dilated portion of it. The colic growth is evidently older. It forms a hard annular constriction, capable of admitting a lead pencil, but little more, and about an inch in length. This growth invades the muscular coat of the bowel and the mesenteric attachment, and is ulcerated on its mucous surface. The wall of the bowel above this growth is thickened from congestion, and also from muscular hypertrophy, but there is little dilatation. There is some evidence of peritonitis. No affected lymphatic glands were found in the preparation of the specimen. Histologically both of the growths are columnar-celled carcinomata.
Case of Epithelioma of the Anus.
By J. P. LOCKHART-MUMMERY, F.R.C.S.
PATIENT, a gentleman, aged 69, who had complained of pain at the anus for two months. On examination he was found to have an epithelioma on the anterior margin of the anus and extending for a little over 2 in. up the anterior wall of the rectum. There were no palpable glands in either groin and no sign of any secondary deposits. The growth was a typical squamous-celled epithelioma.
I decided to remove the entire rectum and considered it safer to clear both groins and Scarpa's triangles. A specimen was first of all removed for microscopical examination by Dr. Carnegie Dickson, who confirmed the diagnosis, and a preliminary colostomy was performed. I then proceeded with the operation and began by clearing first the right and then the left groin, together with an elliptical piece of skin, and a strip of skin right down to the perineum. All the glands and tissue and fat were cleared out of the groin and the whole of Scarpa s triangle right down to the fascia: this being performed first on one side and then on the other. The area removed was as shown in the diagram exhibited. This involved a very extensive dissection. The anterior wounds
